come advice on how to reduce unnecessary references of deaths to this official. However, most of the deaths in hospitals that are reported to the coroner are at his desire and not the doctors ? Some coroners require to be notified of patients dying from any of a long list of disorders, and no doubt this is one reason why the number of notifications to coroners is increasing.
The inference that reporting a case to the coroner increases the accuracy of death certification is not always justified. Coroners' pathologists are naturally interested mainly in medico-legal causes of death. Too many of their necropsy examinations are performed in ill-equipped mortuaries far from hospitals, where facilities for full pathological and histological investigations, such as are required to elucidate purely medical causes of death, are lacking.' Hospital doctors who should be seeing these necropsy examinations cannot do so, and valuable pathological material is lost.
The importance of postgraduate study for every member of the hospital staff is now generally recognized. Coroners could play a useful role by allowing more necropsy examinations to be performed in the hospitals where deaths take place, either by hospital pathologists (as is done in many areas) or, in particular cases, by pathologists selected by coroners. It can be said with confidence that medicine would benefit from hospital doctors watching the work of medico-legally experienced pathologists; and that the latter would gain from working in hospitals. is not yet feasible, a useful estimate can be made from the medical history and certain laboratory tests now found to correlate with the presence of venous thrombosis. It is proposed that estimation of risk as proposed herein permits the best judgement now possible in this matter. Furthermore, records of such data will be useful subsequently when morbidity and mortality statistics are reviewed. The incidence of venous thrombosis has been reported to be increased in the presence of cancer, heart disease, obesity, varices, gout, arthritis, collagen disorders, anaemia, and advanced age. Relative contraindications to the use of oral contraceptives may exist under these conditions, though this has not been clearly established. A positive contraindication exists for women who have previously had venous thrombosis or pulmonary embolism, and in the presence of stasis, such as elective surgery or serious injury. The general examination should devote special attention to the vasculature. Valuable baseline information can be obtained by recording the circumference of the lower leg at the level of the calf and ankle.
An abnormality in the blood characteristic of thromboembolism has been sought in patients with venous thrombosis and in patients having conditions associated with a risk of thrombosis. Numerous reports during the last three decades have raised hopes that one or more factors will be found to provide solid evidence to offset the uncertainty of clinical examination. Recently, multivariate analysis of a large number of different blood tests has indicated that information of significance for discriminating between patients with venous thrombosis and comparable control individuals is contained in the partial thromboplastin time of dilute plasma, the haematocrit, and the entrapment of platelets in a column of glass spheres. Ten other blood tests did not significantly improve discrimination.' 2 No one of the three significant tests provided a better separation of individuals than was possible by calculating a discriminant function based on all of them.' These laboratory methods have been used by me in the study of women using anovulatory hormones having symptoms referred to the lower extremities. Equivocal findings such as mild subjective tenderness of the calf or pain on dorsiflexion of the foot often left unreconciled doubt about the diagnosis. The use of anticoagulants "just to be safe" was in fact rarely necessary after considering the result of these blood tests. By comparison with the venous thrombosis series, these women were found to fall within the normal range of blood-test values. With this reassurance it has been possible to follow them expectantly, a decision justified by subsequent events. Prospective study of a small group of women before, during, and after use of oral contraceptives revealed shortening of the partial thromboplastin time during therapy in all cases to various degrees. In six the net change was less impressive during the first treatment cycle than when the drugs were stopped after several cycles. In only one of six was a significant change in platelet adhesiveness observed. A larger study was subsequently begun.
It now appears that positive contraindication to oral contraceptives exists if there has previously been venous thrombosis, or if stasis occurs, particularly with operation or accidental injury. I would also advise against their use by women who before treatment is begun are found to have bMood-test results outside the normal range, and corresponding to the range characteristic of venous thrombosis. Further experience is needed to interpret the risk associated with a major change in the blood-test results during therapy, or by the combination of lesser changes in association with conditions listed above as relative contraindications.
As indicated in the report of the Medical Research Council, the physician prescribing oral contraceptives must weigh the risk in each case. It is proposed that an enlightened judgement is possible on the basis of the medical history, and that certain laboratory methods promise even greater assurance.-L am, etc., MICHAEL HUME. Contraceptive Failure Rates SIR,-In your leading article (6 May, p. 327) you comment (apropos the M.R.C. report on oral contraception): " It is generally accepted that the overall failure rate of other methods of contraception is about 10% per woman year, and it might be estimated therefore that about 80,000 of these women would have become pregnant."
The use-effectiveness of contraceptive methods is usually expressed in terms of pregnancies per 100 woman years of exposure, and on this basis the failure rates of traditional forms of contraception vary from 2.0 to 3.5 for the condom and I.U.D.1 to 12.5 to 14.62 for the diaphragm and chemical spermicides. On It is easy to see how the iliac artery might exert some influence on a distended thrombosed iliac vein, limiting the spread of a thrombosis from below, but this is very different from its exerting any influence on a healthy vein, and still less from its being the cause of an original thrombosis. The authors note that 18.5 % of their post-thrombotic obstructions were localized in the region
